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.Abstracts / International Journal of Surgery 23 (2015) S15eS134 S69Aim: A best evidence topic in surgery was constructed according to a
structured protocol. The question addressed was: In patients undergoing
contrast enhanced computed tomography scanning; does administration
of N-Acetyl Cysteine (NAC) as compared to hydration alone improve clin-
ical and nephrological outcomes?
Methods: A total of 17 articles were identiﬁed using the search protocol
described, of which 4 represented the best evidence available to answer
the clinical question. The authors, journal, date and country of publication,
patient group studied, study type, relevant outcomes and results of these
papers were identiﬁed.
Results: Three randomised controlled trials were identiﬁed and one meta-
analysis of a further 6 randomised controlled trials were included. The
majority of RCTs included either found no or small beneﬁt from the use of
NAC. The systematic review with meta-analysis identiﬁed small potential
beneﬁts for those with pre-existing renal impairment.
Conclusion: There is insufﬁcient evidence to recommend the routine
use of NAC as a nephroprotectant agent for patients with renal
impairment requiring contrast administration. Further study is needed
with a focus on harder endpoints such dialysis requirements compli-
cations arising from renal impairment to determine the role of NAC in
reducing the incidence of clinically relevant contrast induced ne-
phropathy.0026: IS IT TIME TO REVISE THE GUIDELINES FOR ANTIBIOTIC
PROPHYLAXIS IN HERNIA SURGERY?
C. Raslan*, S. Hassan, N. Henley. Stepping Hill Hospital, Stockport, UK
Aim: The guidelines on antibiotic prophylaxis in hernia repair are based on
level 1 evidence for groin hernia repair and extrapolated to midline
herniae. Obesity is associated with increased risk of surgical site infection
(SSI). We examine the incidence of post-operative SSI in midline versus
groin hernia repair.
Methods: Patients undergoing both inguinal and midline hernia repair
between September 2013e2014 were randomly selected. Patient de-
mographics and incidence of SSI were examined. SSI was deﬁned as pa-
tients who required surgical review and treatment with antibiotics +/-
incision and drainage.
Results: 173 patients were identiﬁed (90 in inguinal hernia group, 83 in
midline hernia group). Groups were similar for age: median range 40e70
(p < 0.0001). BMI range was 18e35 and 18e45 in inguinal hernia vs
midline hernia group (p < 0.0001). There were signiﬁcantly more SSIs in
the midline group (9.6% v 4.4%: p ¼ 0.02).
Conclusion: In this study there were signiﬁcantly more SSIs in the
midline hernia repair group compared with the groin hernia repair
group. Patients with midline herniae were more likely to be obese and
performed in the emergency setting. The results of this cohort study
suggest there may be a role for antibiotic prophylaxis in these higher risk
patients.
0044: AN AUDIT OF THE ACCURACY OF DISCHARGE INFORMATION AND
CLINICAL CODING IN SURGICAL PATIENTS
N. Pirmadjid*, A. Freeman, P. Vulliamy. Newham University Hospital, UK
Aim: Accurate entry of discharge information is important for continuity of
patient care and to assist with clinical coding, which determines the
funding received for each inpatient stay. Our aim was to assess the accu-
racy of comorbidity recording in electronic discharge summaries (EDS) for
surgical patients at our institution, and to identify any resultant ﬁnancial
losses.
Methods: We prospectively reviewed medical notes for patients dis-
charged from a surgical ward at our institution over a 4-week period. Data
extracted from the notes was compared with the EDS and the coding data.
We used a list of ‘essential comorbidities’ issued by our trust as the audit
standard.
Results: 120 patients were included. 66% of patients (79/120) had
comorbidities which were not included in the EDS of whom 26% had more
than one missing comorbidity. This translated into coding errors in 63% ofpatients (76/120), which resulted in an estimated ﬁnancial loss of £10,772
over the study period.
Conclusion: Inadequate recording of comorbidities in discharge summaries
at our institution contributes to coding errors and results in signiﬁcant
ﬁnancial losses for the trust. It also potentially impacts on patient care.
Improved awareness of the importance of accurate data recording is required
0080: 'TAKE TEN' IMPROVING THE SURGICAL POST TAKE WARD ROUND
C. Adamson, D. Banﬁeld*, A. Tomsett, S. Richards. Royal United Hospital, UK
Aim: The surgical post-take ward round is a complex multi-disciplinary
interaction where new surgical patients are reviewed and management
plans formulated. Its fast paced nature can lead to poor communication
and incomplete documentation, potentially compromising patient safety.
This project aims to improve communication and documentation on the
ward round.
Methods: We identiﬁed ten key points in the management of acute
surgical patients; observations, examination, impression, investigations,
antibiotics, IV ﬂuids, VTE assessment, nutrition, length of stay and
ceiling of treatment. We devised a ‘Take Ten’ checklist with these items
to initiate a “time out” after each patient for discussion and clariﬁcation.
We performed a retrospective review of documentation pre and post
intervention, calculating the percentage of these points documented.
We collected anonymous feedback from junior team members.
Results: Documentation post-intervention showed improvement in VTE
assessment, ﬂuids, observations and investigations. On direct comparison
of weekends the checklist showed improved documentation in all cate-
gories. Junior team members found the checklist improved
understanding.
Conclusion: After completing our ﬁrst plan, do, study, act (PDSA) cycle,
‘Take Ten’ has improved documentation and team members' under-
standing of management plans.
However usage is inconsistent; we are working to further engage key
stakeholders by presenting the data.
0092: THE CURRENT ROLE OF ULTRASONOGRAPHY IN THE DIAGNOSIS
OF ACUTE APPENDICITIS
L. Convie*, D. Mark, M. McClure. Craigavon Area Hospital, UK
Aim: Imaging may improve diagnostic accuracy of acute appendicitis in
patients in whom history and clinical assessment is equivocal. This study
aims to determine the sensitivity and speciﬁcity of US in diagnosing acute
appendicitis.
Methods: All US appendix examinations performed by a single consultant
radiologist between April 2010 and March 2014 were reviewed. Data was
collected on patient demographics, presenting history, and US ﬁndings.
Histopathology results and the patient’s diagnosis on discharge were ob-
tained from a national electronic care record.
Results: A total of 498 US appendix examinations were identiﬁed for
analysis. There were 348 (69.9%) females with a mean age of 21.9 years. A
total of 136 (27.3%) patients had a positive US examination. Of these 114
patients had histologically proven appendicitis. The overall sensitivity of
US in diagnosing acute appendicitis was 95.9% with a speciﬁcity of 94.7%.
The positive predictive value of US was 85.3% with a negative predictive
value of 98.6%.
Conclusion: US appendix is fast, cheap and avoids exposure to ion-
ising radiation. This study demonstrates US appendix to be a highly
sensitive and speciﬁc investigation in diagnosing acute appendicitis. It
is particularly useful in patients in whom there is diagnostic uncer-
tainty based on the clinical history, examination and blood inves-
tigations.
0167: ASSESSMENT OF THE APPROPRIATENESS OF ACUTE SURGICAL
REFERRALS AT MUSGROVE PARK, A DISTRICT GENERAL HOSPITAL
H. Weaver*, N. Sreekumar. Musgrove Park Hospital, UK
Aim: With ongoing changes in healthcare delivery, there are pathways for
patients requiring early/urgent review, without referral through
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were admitted to the acute surgical unit over a deﬁned period, with
respect to appropriateness of admission and possible alternatives.
Methods: Prospective data were collected over 28 days, (FebruaryeJuly
2014). Admissions were categorised as ‘appropriate’ (needed ‘immedi-
ate admission’, ‘daytime review’ or ‘urgent surgical outpatient clinic’)
or ‘inappropriate’ (‘needed routine outpatient clinic’, ‘no surgical issue’
or ‘no acute health problem’) by the Consultant or senior trainee on
call.
Results: There were 340 acute admissions in the data group, 270 in
General Surgery, 51 in Urology and 19 in Vascular Surgery. Overall,
79.7% were considered appropriate (51.8% for immediate admission,
24.7% for daytime review and 3.2% for urgent clinic). 107 admissions
(31.5%) were overnight. Of these, 54.2% were considered entirely
appropriate. A further 31.8% needed urgent surgical review but not
overnight admission.
Conclusion: The study shows that a signiﬁcant proportion of acute
referrals did not require immediate admission. This was particularly
evident with overnight admissions. Development of clear guidelines
and better access to alternate hospital referral pathways for com-
munity-based practitioners can reduce emergency admissions.
0170: SYSTEMATIC REVIEW AND META REGRESSION OF FACTORS
AFFECTING MIDLINE INCISIONAL HERNIA RATES: AN ANALYSIS OF
14,618 PATIENTS
D. Bosanquet 1,*, J. Ansell 1, T. Abdelrahman 2, J. Cornish 1, R. Harries 3, A.
Stimpson 4, L. Davies 1, J. Glasbey 1, K. Frewer 1, N. Frewer 1, D. Russell 5, I.
Russell 5, J. Torkington 1. 1University Hospital of Wales, UK; 2Royal Gwent
Hospital, UK; 3Morriston Hospital, UK; 4Glan Clwyd Hospital, UK;
5 Swansea University College of Medicine, UK
Aim: The incidence of incisional hernias (IHs) after midline incision is
difﬁcult to deﬁne. Furthermore, recent meta-analyses give conﬂicting re-
sults as to the superiority of absorbable vs. non-absorbable sutures. The
aim of this systematic review was to determine a pooled IH rate, and
identify signiﬁcant variables in predicting IH rates.
Methods: RCTs and cohort studies including patients undergoing midline
incisions with no adjuncts to standard suture closure were included.
Numerous paper, patient and surgical variables were extracted.
Results: From 3916 unique citations, 58 papers were used for data
abstraction, detailing 83 unique groups comprising 14,618 patients. IH
rates ranged from 0 to 35.6%, with a weighted mean of 12.80% at 23.7
months. Univariate regression identiﬁed numerous signiﬁcant variables
predicting increasing IHs. On multivariate analysis male sex, obesity sur-
gery, AAA surgery, exclusion of patients on steroids andwith existing IHs, a
more recent publication year and use of a speciﬁc p value remained sig-
niﬁcant (R2 ¼ 0.403). Suture type failed to reach signiﬁcance either in
univariate or multivariate analysis.
Conclusion: Midline IH remains a signiﬁcant clinical problem. Numerous
factors can account for the large variation in published literature. Contrary
to popular belief there is no evidence that suture type affects IH rates.
0202: DISCHARGE OF SURGICAL PATIENTS e A LOOK INTO CURRENT
PRACTICE
E. Shakweh 1,*, A. Shah 1, H. Simm1, H. Tailor 2. 1 Imperial College London,
UK; 2 London North West Healthcare NHS Trust, UK
Aim: delayed discharge costs the NHS a staggering £1m/day1. Under-
standing the contributing factors is crucial to optimizing a service with
limited resources. Our aim was to investigate the reasons behind delayed
discharge in General Surgery inpatients. A delayed discharge was any
discharge occurring after the Estimated Date of Discharge (EDD), which
according to the Department of Health guidelines must be set within 24 h
of admission.
Methods: we tracked the General Surgery intake at Northwick Park Hos-
pital, London, over two weeks. Patients’ EDD on admission and actual
discharge date were recorded. Reasons for delays were obtained from the
notes and nursing staff.Results: only 46.3% of 97 patients had EDDs. Of these, 33.3% were dis-
charged late. Reasons for delay were medical (53.3%), awaiting review
from another team (6.7%), social/therapy (13.3%), and unknown (26.7%).
Non-medical delays (40.0%) led to an additional 15 days of bed usage,
projecting to £106,470 p.a. based on current bed costs2.
Conclusion: unnecessary discharge delays are costly and reﬂect poor
communication between care providers. Furthermore, current practice
does not conform to guidelines. Therefore, we devise a simple tool to
facilitate communication of patients’ readiness for discharge within the
multidisciplinary team, which will be implemented to close the audit
cycle.
0230: INFORMED CONSENT FOR SURGERY e WHEN SHOULD THIS BE
DONE?
V. Sivarajah 1,*, A. Gohil 1, S. Dindyal 2, O. Moussa 3, R.M. Watkins 4, E.D.
Babu 1. 1Hillingdon Hospital, UK; 2University College London, UK;
3 Imperial College Healthcare NHS Trust, UK; 4 Peninsula College of
Medicine and Dentistry, UK
Aim: Research on informed consent has focused on the quantity and
quality of information delivered. Very few have explored its timing.
We investigated when patients preferred to receive information and
give consent for surgery and also determine whether their needs were
met.
Methods: All patient undergoing day-case intermediate surgery at a Dis-
trict General Hospital over 6 weeks completed a questionnaire detailing
their experiences of the consent process and their preferences.
Results: Ninety-ﬁve patients were studied. Mean age was 50 (range
16e90) years and 50 (53%) were female. Most (44, 46%) wanted to receive
informationwhen they saw the specialist in the outpatient clinic. This was
consistent with our practice (48, 51%). Others preferred to receive infor-
mation at the pre-operative assessment clinic (17, 18%), on the day of
surgery (16, 17%) or at the GP practice before referral (13, 14%). As to the
timing of obtaining written consent, 62 (65%) preferred the day of surgery.
Seventy-eight (82%) gave their consent at this time.
Conclusion: Patients preferred to receive information about their pro-
posed surgery when they saw the specialist in the outpatient clinic and
wanted to sign their consent form on the day of surgery, which was
consistent with our current practice.
0244: THROUGH THE LOOKING GLASS: A SYSTEMATIC REVIEW OF
INTRAOPERATIVE HEAD MOUNTED DISPLAYS
J. Mushtaq*. St George's University of London, UK
Aim: Head Mounted Displays (HMDs) are currently used in military
aviation to improve pilots' performance and could also augment sur-
geons' performance in the operating theatre. Accordingly, the aim of
this study was to review the evidence for the intraoperative use of
HMDs.
Methods: Pubmed, Medline and Ovid were searched using the terms:
“Google Glass” OR “head mounted display” OR “face mounted display” OR
“heads up display” AND “surgery OR surgeon”. For each study we recorded
the methodology, surgical speciality, HMD speciﬁcation and study
conclusions.
Results: Thirty one studies met the inclusion criteria. The common sur-
gical speciality was laparoscopic surgery (ten studies). The most popular
type of HMD was the non-see through conﬁguration (seventeen studies),
whilst only three studies included the Google Glass.
Conclusion: Advantages of HMDs were improved access to patient in-
formation, capability for teleassistance and intraoperative augmented
reality. Opaque HMDs used in laparoscopic surgery subjectively
improved ergonomics but objective performance improvement was not
demonstrated. See-through HMDs used in an augmented reality
conﬁguration showed promise in open procedures however high quality
studies were lacking. Authors expressed concerns regarding accuracy of
intraoperative tracking, visual ﬁdelity, weight of devices and associated
operator tiredness; however newer technologies may overcome these
issues.
